Household surveys in Bangladesh between 1994 and 2009 assessed sanitation access using questions that differed significantly over time, resulting in apparently inconsistent findings. shared a latrine of any type. A poverty reduction program is recommended to address this equity issue, although applying consistent definitions is crucial to documenting progress.
INTRODUCTION
Globally, improving water, sanitation and hygiene (WASH) has the potential to prevent at least 9.1% of the disease burden in disability-adjusted life years (DALYs), or 6. 
METHODS: SANITATION SURVEYS
Sanitation coverage in Bangladesh (Table 1 ) has been measured through household surveys (Table 2) Survey (MICS) in 1994 (MICS) in , 1995 (MICS) in , 1996 (MICS) in , 1997 (MICS) in , 1998 (MICS) in , 1999 (MICS) in , 2000 (MICS) in , 2003 (MICS) in , 2006 (MICS) in and 2009 This value is for any shared facility, the shared improved is less than 14.9%. 
Improved sanitation facilities
Impressive progress has been made on access to improved sanitation in Bangladesh since 2006 (Table 6 ) at a rate of about 9% per year (Figure 1(b) ). Due to inconsistent definitions (Table 1 footnote (Table 2 ). However, this result was not reported by DHS00 and MHS01. Data of MICS06, DHS07, and MICS09 were re-analyzed following the JMP08 definition for improved facilities that excluded shared ones. The progress is slower for urban slum areas (Table 7) although this has more to do with dependence on shared facilities (see next). A linear regression of three data points would imply that the extrapolated 1990 baseline value would be less than zero. While this cannot be the case, it is reasonable to expect that the 1990 baseline is likely to be lower than 25% based on the MICS06 and DHS07 findings (Table 6) rural program areas of these districts. MICS06 found access to improved sanitation was only 17% in those districts and hence the reasons for intervention. MICS09 found access to improved sanitation has since increased to 49% in the SHEWA B program area, equivalent to 6.4 million people gaining access to improved sanitation. This is equivalent to an annual rate of increase of 10.8%, higher than that of all rural areas of Bangladesh combined, which is 8.7%
based on MICS06 and MICS09 data. In the SHEWA B pro- 
Shared facilities
The percentage of households using shared (but otherwise improved) facilities is increasing in rural and urban areas (Table 8) , and especially in urban slums (Table 9) . JMP does not consider latrines that are shared by more than one household as 'improved' based on the assumption that they are not being maintained and cleaned properly. (Table 10) . Similarly, 54.1% of improved (and also individual) latrines and 38.9% of shared (but otherwise improved) latrines in rural areas of the SHEWA B program (Table 10) 
Equity focus
Similar to other basic social services, the poorest quintile of the population is usually the least served by sanitation facilities. In 1997, the percentage of the poorest households openly defecating was 60% (Table 11) . This decreased to 20% in 2007. For the poorest households, shared (but otherwise improved) latrine access was 7% (Table 11) and shared unimproved latrine access was 31% based on DHS07. The predominance of sharing any latrines (38%) among the poorest may be due to economic and space con- written next to the symbols indicate that they are significantly different (p < 0.05) from all other quartiles for the plain land upazilas using student t-test. a %population with access to individual and shared improved facilities are 29%, 46%, 60%, 77% and 89% for Q1 to Q5 (Halder & Kabir 2008) .
b Wealth quintile analysis following JMP08 definition for improved and also individual facilities is possible.
